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K017 | NFPA 101 LIFE SAFETY CODRE STANDARD | K017 *  This opening is for air intake and will bs fit 07/03/2013
S5=E with dustwotk which is being fabricated.
Corridors are separated from use areas by walls The louvered opening on the dining room
constructed with at least %4 hour fire residence wall will be jolned to the air intake opening
rating. In sprinklered buildings, partitions are anly with this ductwork which will form a
required fo resist the passage of smeke. In cannection with the roof HVAC unit, The
non-sprinklered buildings, walls praperly sxtend louvered apening on the haliway wail will
above the cailing. (Gomidor walls may terminate be eliminated by covering the opening
at the underside of ceilings where specifically with approved wall board which matches
permitted by Cede. Charting and clerical siatlons, existing wall covering,
walting areas, dining rooms, and activity spaces
may be open to the coridor under certain *  All other unite wers ¢checked and no
condltions specifiad in the Cede. Gift shops may others have this type air retum, requirng
be separated from corridors by non-fire rated ne action.
walls if the gift shop is fully sprinklered.}
10.3.8.1,19.3.8.2,1, 19.3.6.5 «  Ifchanges are made or repair work
perfarmed in the future to HVAC units or
air intake openings, ne openings will be
mada through the fire walis.
. * The Director of Faciiities will monitor
This STANDARD is not met as evidenced by: contractors to assure no openings are
Based on observation and interview, the fachity made in fire walls.
failed {0 assure corridor walls, were capable of
resisting the passage of smoke
The findings include:
Observation and interview with the Maintenance
Ditector and Administrator, on May 20, 2013 at
2:53 p.m. confirmed louvered cpenings with fire
dampers in the lower level electrical raom at the
corridor side, eefling, and stn room side. The
openings were not protected with smoke
dampers and could not resist the passage of
smoke between floors or smoke compartinants.
This finding was verified by the Maintenance
Supervisor and acknowledged by the
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Continued From page 1

Administrator during the exit conference on May
20,2013

NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting comidor openings in other than
required enclostires or vertical openings, exits, ar
hazardous areas are substantial doors, such as
those ¢constructed of 1% inch salid-bonded GOre
wood, or capable of resisting fire for at least 30
minutes, Doors in sprinklered buildings are only
required 1o resist the paseage of smoke. There is
no Impediment to the ¢losing of the doors, Doors
are provided with a maans suitable for keeping
the door closed, Dutch doors meeting 12.3.6.3.8
are permitted,  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facitities.

This STANDARD is not met as evidenced by:
Based on cbservation and interview, the facllity
failed to assure corridor doors closad to a poaitive
latch.

The findings include:

Observation and interview with the Maintenance
Director, on May 20, 2013 between 1:00 p.m.
and 4:00 p.m. confimed the following doors
failed to close 1o a positive latch:

iD PROVIDER'S FLAN OF CORREGTION (EACH {X5)
PREFIX CORRECTIVE ACTION $HOULD BE GROSS.- COMPLETION
TAG | REFERENGED TO THE APPROPRIATE DEFICIENCY) DATE
K017
K018 * (1) The corridor fire door will have new 07/03/2013

hardware instalied, This has been
ordersd and delivery is expected in
approximately thirty (30) days.

* {2) This door was adjusted to comrect the
deficiency.

* (3) This doors closure apparatus was
adjusted to correet the deficiency.

=  All other docrs In the facility were checked
for closing to a positive laich.

+  Woeekly rounds will be made to eheck all
doors required o close to a positive latch,
Any doors which do not close to a positive
latch wilt be adjusted at time of rounds.

* The Maintenance Supervisor will report
the weekly findings to the Director of
Fagilities and he will report on a manthly
basie to the Administrator, showing any
doors which required adjustment and
verifying that all doers are kept curent
with the code.
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Smoke bartiers are constructed to provide at
least a one half hour fire resistance raling in
accordance with 8.3, Smoke barriers may
tarminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and stea! frames, A mimmum of two
separate compartments are provided an each
flaor, Dampers are not required in duct
penetrations of smoke bartiers in fully ducted
hesting, ventllating, and alr conditioning systems.
19.3.7.3,19.3.7.5,19.1.6.3, 19.1.6.4

This STANDARD ig hot mat as evidenced by:
Based on abservation and interview, the facility
failed fo assure fire ratings are maintained.

The findings include;

Observation and ingrview with the Maintenance
Directar, on May 20, 2013 during a facility tour
between 2:00 p.m. and 4:15 p.m. confirmed
unsealed penetrations in the following locations:
1. Coral Bell comidor above ceiling st the fire
doors

2. Coral Bell corridor above ceiling at the
electrical room (instde and outside room)

3. Lilac firewall has threa large unsealed
openings

&  All areas have been checked for
penetrations and will be gealed as
required if found.

= The Maintenance Supervisor will follow
any subcontractor oF maintenance
woerkers to assure any epenings made are
sealed when work is complated,

*  Maintenancs Supervisor will do quarterly
rounds fo check all areas and report to the
Direstor of Facilities if any penetrations
ware found and that they wera flad with
approvad fire caulk,

1) {%X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
STATEMENT OF DEFICIENCIES PROVIDER/SUPPLIER/CLIA COMPLETED
AND PLAN QF GORREGTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01
05/21/12013
445483 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
2012 SHERWOOD DRIVE
APPALACHIAN CHRISTIAN VILLAGE JOHNSON CITY, TN 37804
(X4) 1D SUMMARY STATEMENT OF DEFICIGNGIES 3 PROVIDER'S PLAN OF CORRECTION (EAGH (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX CORRECTIVE ACTION SHOULD BE CRDSS- COMPLETION
TAR REGULATORY OR LSC IDENTIFYING INFORMATION) | TaG | REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
K 018 | Continued From page 2 K018
1. Corridor fire door by elevator 1,
2. Resident room 535,
3. Upper level clean linen room
These findings were verified by the Maintenance
Supertvisor and ecknowledged by the
Adminlstrator during the exit conference on May
20, 2013,
K025 | NFPA 101 LIFE SAFETY CODE STANDARD | K025 »  All penetrations will be filled with 07/03/2013
S8=E approved fire caulk.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2012 SHERWOCD DRIVE
APPALACHIAN CHRISTIAN VILLAGE JOHNSON CITY, TN 37601
) SUMMARY STATEMENT OF DEFICIENGIES 5) PROVIDER'S FLAN OF CORRECTION [GACH (X5)
PREFIX {EACH DEFICIENCY MUS'T BE PRECEDED BY F ULL | PREFIX CORRECTIVE ACTION SHOULD BE CROSS. COMPLETION
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K 025 | Continued From page 3 K025
Thess findings were verified by the Maintenance
Supervisor and acknowledged by the
Administrater during the exit conference on May
20, 2013,
K029 | NpPA 101 LIFE SAFETY CODE STANDARD | K029 *  New door closures have been ordered 0710312013
88=D THFE AR and will be installed immediately when
One hour fire rated construction (with % hour delivered.
fire-rated doors) or an approved attomatic fire
extinguishing system in accordancs with 8.4.1 = All other daors were cheeked for need of
and/or 19.3.5.4 protects hazardous areas. When installation of & door closure. None were
the approved automatie fire extinguishing system found.
option is used, the areas are separaled from , .
other spaces by smoke resisting partitions and * Al doors will be checked weekly during
doors. Doors are seli-closing and non-rated or the maintenance teams’ door check
field-applied protective plates that do not exseed rounds, with report made to the
48 inches from the bottom of the door are Maintenance Supervisor of findings.
permitted. 19.3.2.1 .
* The Maintenance Supervisor wil report {o
the Director of Facilities, who wilf repont
This STANDARD is not met as evidenced by: findings to the Administrator or a monthiy
Based on observation and Interview, the facility basis,
failed to assure hazardous area's one {1} hour
fire rated constructed s maintained.
The findings include;
Obsarvation and interview with the Maintenance
Director, on May 20, 2013 at 3:15 p.m. corfirmed
the medlcal records room and the dental storage
room doors were not self-closing.
This finding was verified by the Maintenance
Supervisor and acknowledged by the
Administrator during the exit conference on May
20, 2013
K144 K144 *  We have abtained a free-standing 05/24/2013
SS=E | NFPA 101 LIFE SAFETY CODE STANDARD generator to temporarily replace the
existing generator. A two {2) hour load
Generators are inspected weekly and exercised test was performed on dolivery with
under vad for 30 minutes per month in gg:!:i't‘;'::aggg on file i Direotor of
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maintatned.

parformed.

20, 2013.

accordance with NFPA 98,

This STANDARD iz not met as evidenced by:
Baged on record review and interview, the faciiity
failed to asaure the emergency generator was

The findings include:

Record review and intarview with the

Maintenance Directar, on May 20, 2013 at 1:00
p.m. canfirmed the
have the annual 2-hour laad bank {esting

This finding was verified by the Maintenance
Supervisor and acknowladged by the
Administrator during the exit conference oh May

3.44.1.

emergency generator falled to

fequired.

A new generator will be installed st a later
date. Plans are currently in process of
being reviewed by the State of
Tennessee, The Director of Facilities will
have the contractor conduct the two (2)
hour Ioad est at least anhually on the
generator in use at the time the test s

Maintenanca Supervisor will maintaln afl
weekly and annual generator test ragylts.

The Directer of Facilities will followsup on
checks weekiy and annually, assuring
these checks are carried ot ag required
ahd will report to the Administratar.

N o {(X2) MULTIPLE CONSTRUCTION
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | A, BUILDING 01 - MAIN BUILDING 01
0512112013
. 445483 B. WiING
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, OITY, & STATE, ZIP CODE
2012 SHERWOOD DRIVE

APPALACHIAN CHRISTIAN VILLAGE JOHNSON CITY, TN 37601
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K 144 | Continued From page 4 K 144 | Continued From page 5 08/24/2013
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